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ABSTRACT 
Reduction of oral health disparities is a worldwide goal because oral 
health has been shown to mimic individual and community health overall.  At the 
end of the twentieth century, oral health made remarkable achievements; 
however, problems still remain in many communities around the world, especially 
within third world countries, such as those in South Asia.  Member countries of 
the South-East Asia region of the World Health Organization (WHO) have stated 
that dental caries, tooth loss, periodontal disease, and oral cancer are some of 
the contending public health issues in their countries and action must be taken to 
reduce their numbers (WHO, 2008).  The goals of this study are to determine 
what cultural aspects of the South Asian population aid in the increase of poor 
dental care in these communities.  Our overall goal is to provide 
recommendations for a new oral health promotion program in South Asia that 
has been determined by understanding what cultural aspects are important in 
creating a successful dental care community program.   
 As seen by the various studies, smokeless tobacco is a cultural norm in 
South Asia and is affecting the quality of life for many of the people there.  
 v 
Tobacco use is common but smokeless tobacco is becoming more prevalent in 
these countries.  It is clear that with such statistics there is a need for 
governmental public programs to educate the population on the importance of 
proper oral care.  This study analyzed the current literature to determine (i) what 
were the cultural aspects of South Asia that are detrimental to oral health, (ii) 
what is the oral health status of the individual countries found in South Asia, and 
lastly (iii) what aspects are necessary in creating an effective oral health 
program.   
The goal of this study is to determine what cultural aspects of the South 
Asian population contribute to poor dental care in these communities and to 
provide recommendations for a new oral health promotion program in South Asia 
that is strengthened by understanding what cultural aspects are important in 
creating a successful dental care community program. 
The conclusions presented here suggest an oral policy framework for the 
initiation of discussions aimed at designing and implementing an oral health 
program in their South-Asian country.  Additionally, we suggest future directions 
once the guidelines are met.  Overall, proper oral health should be enjoyed by all 
and this study aims to the aid the South Asian region’s governments towards 
moving forward in meeting those goals. 
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 1 
Introduction 
 
Reduction of oral health disparities is a worldwide goal because oral 
health demonstrates a “reflection of individual and population health and well-
being” (Patrick, 2006).  The National Institutes of Health (NIH) defines health 
disparities as the “differences in the incidence, prevalence, mortality, and burden 
of diseases and other adverse health conditions that exist among specific 
population groups” (NIH, 2002).  At the end of the twentieth century, oral health 
made remarkable achievements; however, problems still remain in many 
communities around the world, especially within third world countries, such as 
those in South Asia. 
Generally, as seen in Table 1, periodontal disease and dental caries have 
been considered amongst the “most important global oral health burdens" 
(Peterson, 2003).” For instance, dental caries affect over 60% of children and a 
majority of adults with belief that the percentage will increase as there is a 
growing consumption of sugars and no plan for further exposure to fluorides 
(Peterson, 2003).  Member countries of the South-East Asia region of the World 
Health Organization (WHO) have stated that dental caries, tooth loss, periodontal 
disease, and oral cancer are some of the contending public health problems in 
their countries and action must be taken to reduce their numbers (WHO, 2008).   
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Table 1. Types of Important Oral Health Disparities These disparities are the 
leading cause of lack of global oral health in third world countries.  Table 
amended from WHO, 2008. 
 
 
Dental Caries: Caries, especially childhood carries, are highly 
prevalent in ethnic minorities and rural groups.  This type of disease is 
due to a lack of access to health care. 
 
Periodontal Disease: Those in lower socioeconomic groups tend to 
have a higher incidence of periodontal disease.   
 
Tooth Loss: Ethnicity and socioeconomic status are generally 
indicative of tooth loss 
 
 
In South Asia, 30% of South Asian cancers are classified as oral cancers.  
This figure is approximately six times greater than the rate found in the United 
States (Peterson, 2008).  This amounts to about 75,000-80,000 new cases of 
oral cancer in India each year.  A reason for the high percentage of oral cancers 
is due to the South Asian tobacco products.  For example, 98% of Asian Indians 
with reported oral lesions have smoked beedis, a thin cigarette filled with tobacco 
and wrapped in a tendu leaf.  In addition, it was found that the chance of 
developing oral squamous cell carcinoma is 17 times higher in those that ate 
paan masala, which contains a mixture of betel leaf, lime, clove, cardamom, mint, 
clove, and tobacco (Chattopadhyay, 2011). 
Such statistics demonstrate the need for preventative measures in South 
Asia in order to educate and reduce these types of cancer.  The high incidence 
rates lead to several questions.  What is cause of high percentage rates?  Do 
cultural norms put South Asians at risk for oral diseases? What products which 
 3 
South Asians use on a daily basis cause these problems? What constitutes an 
effective oral health program in this area? Such questions are important for the 
future of oral health care and prevention within the South Asian population. 
 Currently, several studies and reports on oral health and diseases have 
been performed in South Asia.  These studies aimed to determine if oral care 
was a priority amongst this population and what oral health problems affect this 
population (Srivastava, 2012).  From this data, there have been attempts to 
promote oral health care and hygiene in the community and school settings. 
 The goals of this study are to determine what cultural aspects of the South 
Asian population aid in the increase of poor dental care in these communities.  
Due to the rise in incidence rates in many populations similar to South Asia, oral 
health programs were implemented. This study also aims to determine which 
parts of the programs were successful and which parts were detrimental to the 
overall goal of the project, such as their formulation, strategies, and 
implementation.  This knowledge will be used to create an efficient oral health 
program for the South Asian population.  Specifically this study will:  
1) Evaluate the oral health status of the countries of South Asia 
2) Determine what cultural aspects of the South Asian area are 
detrimental to oral health 
3) Determine what aspects are necessary in creating a successful oral 
health program 
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The goal of this study is to determine what cultural aspects of the South 
Asian population contribute to poor dental care in these communities and to 
provide recommendations for a new oral health program in South Asia by 
understanding what cultural aspects are important in creating a successful dental 
care community program. 
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PUBLISHED STUDIES 
 
Though there have recently been great achievements in the public’s oral 
health, there are millions worldwide, like those in third world countries such as 
those found in South Asia (SA), who have been excluded from these 
advancements.  The Consumer Usage and Attitudes Survey, conducted by the 
Indian Market Research Bureau (IMRB), was performed in 2010 in order to 
determine the standards of oral health in the South Asia region (SAR).  The 
survey showed that only 51% of people surveyed brushed their teeth, 67% had 
never seen a dentist, and 34% believed that brushing their teeth once a day was 
sufficient for satisfactory dental health.  In addition, 56% of people said there 
were no consequences if a toothbrush was never changed and 65% believed diet 
did not affect their oral health.  Such alarming statistics demonstrate that the 
South Asian area has a poor understanding of the importance of oral care and its 
impact on their systemic health (“Survey Indicates Poor Standards”, 2010). 
A high risk for poor oral care is related to modifiable risk factors, such as cultural 
norms.   
One such norm found in the SAR is the chewing type of smokeless 
tobacco.  One popular type is known as betel quid, which has been popular since 
the late 18th century (UCLA, 2008).  Betel quid is popularly found in paan masala, 
which is a combination of lime, areca nut, catechu, and spice flavorings and is 
sold either with or without tobacco (Figure 1) (UCLA, 2008).  Paan masala is 
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especially popular in the area of India known as Gujurat (UCLA, 2008).  The 
ingredients of paan masala are what has made it marketable since 1975.  
However, there was a recent ban of tobacco products as a public health related 
policy measure.  Yet, though there was a ban of these products on the radio and 
television, there was no law against the advertisement of paan masala without 
tobacco.  This allowed the companies to continue to advertise their products 
because there is no distinction in brand name between paan masala with or 
without tobacco.   
Paan masala contains the ingredients found in paan but in a dehydrated 
form.  The product is found in either square foil packets, which allows it to be 
carried around at ease (Figure 2).  Enjoying and carrying paan masala has even 
become a symbol of status for the SAR.  Even offering paan masala to guests at 
your own home is now equated with hospitality.   
 
 
Figure 1.  Betel Quid Betel quid and its constituents. Betel quid consists of four 
main ingredients: betel quid leaf, areca nut, slaked lime, and catechu. 
 Adapted from http://www.gethealthyclarkcounty.org/ 
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Figure 2.  Paan Masala Packaging.  Different sorts of paan masala packaging.  
Adapted from indamart.com 
 
Another popular type of chewing tobacco is zarda, which is tobacco leaves 
boiled in water with slaked lime and other spices and then dried and mixed with 
flavoring agents (Figure 3).  It can be chewed by itself, with areca nut, or in betel 
quid (WHO, 2004).   
 
Figure 3.  Zarda Products.  Different brands of Zarda available in the SAR. 
Adapted from quit-smoking-central.com 
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At the end of the 1980’s, there was an increase in the prevalence of oral 
submucous fibrosis rates in Gujurat, specifically among males over 35 years of 
age (Rajendran, 1992).  In addition, by the end of the 1990’s, the Ahmedabad 
Cancer Registry noted an epidemic of oral cancer in people less than 50 years of 
age (Ministry of Health & Family Welfare, 2004) which is associated with the use 
of such smokeless tobacco products.  Such statistics demonstrate the oral 
cancer causing abilities of the betel quid.   
A regular user requires a steady supply of betel.  Typically, people who 
live in urban areas tend to buy paan from kiosks and carry them around in a 
container.  Typical users smear one or two betel leaves with slake lime and place 
it immediately in their mouth (WHO, 2004).  Then, during the chewing process, 
areca nut is then cut and added to the mix.  Then approximately 5 grams of 
tobacco are taken from a strip and added to the bolus in the mouth.  Typically, a 
user will chew tobacco from five to ten times a day (WHO, 2004).  Betel chewing 
produces an excess of saliva.  Since the betel is typically chewed with tobacco, 
saliva is spat out.  The spit is generally a bright red due to the “formation of 0-
quinone from water soluble polyphenols, notably leucocynidins, at the alkaline pH 
of 8-9 via secondary reactions” (WHO, 2004).  A high use of smokeless tobacco 
means there is a high prevalence of spitting.  This in turn causes an unhygienic  
environment, which can lead to the spread of diseases (WHO, 2008).  
Unfortunately, if the saliva was swallowed and not spit then higher rates of upper 
aerodigestive cancer result (Gupta et. al, 2011).  Typically, one can see red 
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splotches nearly everywhere on the pavement, which is evidence of the amount 
of spitting that occurs when using smokeless tobacco products (Ministry of 
Health & Family Welfare, 2004).   
Chewing tobacco is not the only form of smokeless tobacco use in the 
SAR.  Applying tobacco to the mouth has become increasingly popular due to 
misguided conceptions.  One common form of this is red tooth powder, 
commonly known as Lal dantmanjan.  In the SAR, there is a wives tale that 
tobacco is actually good for the teeth (WHO, 2004).  A lot of tobacco companies 
take advantage of this folk tale and package and advertise their product as dental 
care products (Figure 4).  Each gram of tooth powder has 9.3-248 mg of tobacco 
content (Agarwal, 2012).    Thus, though the consumer is using it to primarily 
clean their teeth, soon enough they are addicted.   
 
 
Figure 4.  Lal Dantmanjan/Red Tooth Powder.  A typical brand of red tooth 
powder with packaging that makes the consumer believe it’s a dental care 
product. Adapted from indiamart.com 
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In India’s Drug and Cosmetics Act of 1940, the legislation banned tobacco 
products from being sold as dental care products (WHO, 2004).  Thus companies 
began to advertise their product as dentifrice, which is an agent, like a 
toothpaste, that is used in addition to dental care products, such as a toothbrush.  
The use of tobacco products as dentifrice was as high as 68% (WHO, 2004).  Of 
all the specific products, tobacco toothpaste and tooth powder were the most 
common uses.  Other products used were roasted and powdered tobacco, dry 
snuff, gudakhu, and tobacco water (WHO, 2004). 
Overall, smokeless tobacco products like the betel quid and red tooth 
powder need immediate attention in the SAR because there is a high prevalence 
of use, a high association with diseases such as oral cancer, and it tends to be 
used in countries with reduced resources to combat its effects.  Additionally, 
there is lack of education assisting individuals in understanding the danger of 
these products.    
In the SAR, over 250 million people use smokeless tobacco products with 
approximately 17% of the total population using oral tobacco (WHO, 2003).  Of 
these numbers, 82% belongs to India and 13% belongs to Bangladesh (Table 2) 
(WHO, 2003).  These very countries are the same regions that have had an 
extensive use of betel quid for many years.  According to the Global Adults 
Tobacco (GAT) Survey in India, the popular smokeless tobacco product is khaini, 
a type of tobacco with lime and is used by 18% of men and 5% of women 
(Ministry of Health and Family Welfare, 2010).  Overall, in India all types of 
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smokeless tobacco are used by 25.9% of adults with up to 57.1% being women 
and up to 45.7% being men (Table 3) (WHO, 2004).  
 
Table 2.  Smokeless Tobacco Use Projection and Percentage Distribution in 
South Asia.  Over 250 million people use smokeless tobacco in the SAR.  This 
table projects the number of users as well as their distribution.  Adapted from 
WHO SEARO, 2004. 
 
 
Table 3.  Tobacco Habits in India.  The table demonstrates the prevalence of 
both sexes using smokeless tobacco products in different regions of India.    
Table adapted from WHO SEARO, 2004.   
 
 One study had 11409 respondents in which 23.6% used betel with 
tobacco.  In the urban area, 17.9% used betel with tobacco while 33.9% in rural 
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areas used it (Table 3). Betel quid chewing for high-income groups was 6.4%, 
14.5% for middle class groups, and 30.3% for low income groups.  The mean 
frequency of tobacco leaf use was calculated to be 7 times a day both in rural 
and urban areas (WHO, 2004).   
The types of individuals who tend to regularly use smokeless tobacco are 
the poor, disadvantaged groups of the SAR.  For example, a cross-sectional 
study in Myanmar demonstrated that low-income individuals used 20% of their 
income on tobacco (WHO, 2008).  According to the GAT Survey published India, 
the “prevalence of smokeless tobacco use was nearly twice as high in rural areas 
compared to urban ones” (Ministry of Health and Family Welfare, 2010).  
Generally, these groups of people have used betel quid and smokeless tobacco 
to help relieve any dental related pain.  Ironically, the lack of dental practices is a 
trigger for tobacco use.  Unfortunately, the poor, disadvantaged groups of the 
SAR are generally malnourished and thus are not able to attack the carcinogens 
found in smokeless tobacco and are thus at a higher risk for tobacco related 
cancers (Gupta et. al., 2011).  
Another indication that smokeless tobacco is a tremendous oral health 
issue in the SAR is that many youth are now using it.  As seen in Table 4, 
prevalence rates of smokeless tobacco among ages 13-15 in SA countries go up 
to 14.1% of boys and 6.0% of girls.   
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Table 4.  Prevalence of smokeless tobacco users among the youth of the 
SAR.  Prevalence rates are high for both young males and females in the SAR.  
Adapted from Gupta et. al, 2011. 
 
 
An urban survey in New Delhi and Chennai was performed and the results 
showed that sixth graders were 2-4 times more likely to use tobacco than eighth 
graders (Stigler et. al, 2004).  Chewing tobacco was the most often used and 
19% of sixth graders tried it before (while only 6.8% of eighth graders had) 
(Stigler et. al, 2004).  Such statistics force the question of how the youth are 
being exposed to pro-tobacco use advertisements as there was a complete ban 
on that sort of advertising.   
Another study demonstrated that young adults, ages 15-19, had a high 
usage of smokeless tobacco with 68.3% of them boys and 12.4% girls (Gupta et. 
al, 2011).  The first use of smokeless tobacco started as young as 8 years for 
boys and 12 for girls. The adolescents used mainly dry snuff for teeth cleaning, 
tobacco with lime, and betel quid.  They stated that they were influenced to use 
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tobacco by family use, peer use, advertisements and packaging (Gupta et. al, 
2011). 
As seen by the various studies, smokeless tobacco is a cultural norm in 
the SAR and is affecting the quality of life for many of the people there.  Tobacco 
use is common but smokeless tobacco is becoming more prevalent in these 
countries.  Majority of the countries in the SAR have a lack of legitimate surveys 
with a methodology that can be used to investigate the trends in the use of 
smokeless tobacco.  There a few countries that have some useable surveys, 
such as Myanmar and Sri Lanka, and their surveys demonstrate an increasing 
trend in smokeless tobacco use.  Myanmar’s Global Youth Tobacco Surveys in 
2001 and 2007 illustrated that among the youth there was a decline of cigarette 
use but an increase in the use of other tobacco products.  The Myanmar Sentinel 
Prevalence Surveys of 2001, 2004, and 2007 also showed results of smoke 
prevalence decreasing while smokeless tobacco use increased in adults.  Lastly, 
Sri Lanka’s Global Youth Tobacco Surveys in 2003 to 2006 also demonstrated 
that while cigarette smoking decreased, other forms of tobacco use increased, 
specifically in the smokeless form of use (Gupta, 2011).   
It is clear that with such statistics there is a need for governmental public 
programs to educate the public on the importance of proper oral care.  The WHO 
had a report in 2003 that explained the definition of good oral care, the integral 
nature of oral health and its affects on one’s life.  They defined good oral care as 
“being free of chronic oro-facial pain, oral and pharyngeal (throat) cancer, oral 
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tissue lesions, birth defects such as cleft lip and palate, and other diseases and 
disorders that affect the oral, dental, and craniofacial tissues, collectively known 
as the craniofacial complex” (WHO, 2003).  They also stated that early detection 
of a disease is crucial to premature mortality and acknowledge that problems still 
remain in many communities, specifically underserved areas in developing 
countries.  Specifically, dental caries and periodontal disease are at the forefront 
of global oral health issues (WHO, 2003).   
 Unfortunately, along with these two issues are the major issues of oral and 
pharyngeal cancers.  Oral cancer is the eighth most common cancer worldwide 
for men and in the SAR oral cancer is amongst the top three types of common 
cancers in men (WHO, 2008).  As seen in Figure 5, there is a high incidence and 
mortality rate in South Asia due to oral cancer.  In Asia, the standard incidence 
rate of oral cancer per 100,000 populations is about 12.6 in India (Peterson, 
2008).  Such a high rate is an indicator of behaviors like use of smokeless 
tobacco or smoking.   
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Figure 5.  Countries with High Incidence and Mortality Rates Due to Oral 
Cancer  Red are the countries with high incidence and morality rates.  Adapted 
from Warnakulasuriya, 2009.   
   
 In India, the newly diagnosed tobacco-related cancers are estimated to be 
about 36% of the new cancers diagnosed each year (WHO, 2004).  The oral use 
of smokeless tobacco is most likely the main risk factor for such cancers, 
especially oral cancer.  The IARC Working Group did a study on the carcinogenic 
risk to humans of tobacco habits other than smoking and concluded that there 
was enough sufficient evidence that smokeless tobacco chewing habits were 
carcinogenic to humans (Gupta, 1984).  According to Figure 5, the highest rate of 
oral cancer is now found in South Karachi in Pakistan (Warnakulasuriya, 2009).   
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Oropharyngeal cancer is a disease of the middle part of the pharynx 
behind the mouth.  There was a significant relative risk of 1.75 in men who 
chewed betel quid with tobacco (Warnakulasuriya, 2009).  India has always been 
cited as the country with the highest incidence along with Sri Lanka and 
Pakistan, as seen in Figure 6.   
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Figure 6.  World Incidence Rates and SE for Mouth and Tongue Cancers in 
Global Regions.  South Asia has incredibly high numbers compared to the rest 
of the world in regards to oral cancer of the mouth and tongue.  Adapted from 
Warnakulasuriya, 2009. 
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In addition to betel quid, another popular product is qat, which is a “leafy 
narcotic substance” (WHO, 2004) and “can be consumed as a liquid in the form 
of tea or smoked like tobacco” (WHO, 2004).  Generally, qat is ingested by 
chewing the leaves and in turn leads to extreme oral side effects such as dryness 
of the mouth, periodontal disease, oral mucosal lesions, and teeth discoloration 
(Figure 7).  Such consequences of use show that popular tobacco products are 
not the only points of concern.  There are many other types of similar products 
that other percentages of the population use and are as much of a concern and 
risk factor.  
 
 
Figure 7.  Qat Leaves.  Qat leaves are one of the common smokeless narcotic 
substances in the SAR.  Image adapted from english.globalarabnetwork.com 
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From such statistics, it is easily deduced that oral health issues are a 
major public health concern and certainly impacts all communities, reducing the 
quality of life (WHO, 2006).  
 
Oral Health Status in the SAR Countries  
As seen by the data in both Tables 5 and 6, the prevalence of major oral 
diseases in the SAR is high.  Compared to the other South East Asia countries, 
the SAR has a higher proportion of caries in children of ages 6 or older.  Such 
countries include Thailand, Indonesia, Maldives, and Timor Leste.  The 
proportion of children with untreated decay is also very high.  In SAR, oral cancer 
is one of the three most common cancers.  This is due to risk behaviors such as 
smoking and smokeless tobacco use (WHO, 2006). 
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Table 5. Oral Indicators in the Countries of the SAR.  Displays the statistics of 
the various SA countries in regards to oral care.  Adapted from WHO, 2004.   
 
 
 
 
Table 6.  The Percent Coverage of Oral Health Care Services in Select 
Countries of the SAR.  The coverage of populations in the SAR with select oral 
care services.  Adapted from WHO, 2004. 
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In addition, in Table 6, some of the data shows the population coverage of 
specific oral health care services.  For instance, Sri Lanka has toothpaste with 
fluoride between 70-100% of the country.  Sri Lanka also has more emergency 
dental care available to all citizens considered adults compared to other SAR 
countries (WHO, 2006). 
 
Oral Health Status in Individual Countries of the SAR 
India 
Oral health in India is clinically oriented; however, the majority of the 
population needs to be helped because oral health services are not available to 
them.  The government of India decided to take steps to lower the prevalence of 
oral disease by initiating the National Oral Health Care Programme under the 
XIth Five-Year Plan.  Yet, despite these efforts along with an increased number 
of licensed dentists, there is a large gap in “oral health services between urban 
and rural settings” (WHO, 2008).  This is because a majority of practicing dentists 
reside and work among the urban populations and therefore leaving rural areas 
unattended from basic oral care (WHO, 2008).  This issue demonstrates the 
need for India to have a policy along with the National Oral Health Care 
Programme that implements the proper preventative oral care in all areas, 
including rural.    
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Bangladesh 
In Bangladesh, there are only 1591 dental health technologists and no oral 
hygienists or primary oral health workers (WHO, 2008).  Such an issue implies 
the need for an educational program to train people for the positions of oral 
hygienists and primary oral health workers (UCLA, 2008). 
 
Bhutan 
Though Bhutan offers free health care services for its residents, there is 
still a high number of citizens that do not get proper oral health care due to the 
presence of few dental surgeons in the country (WHO, 2008).  Though the WHO 
initiated an oral health program in 1987 to increase the number of dental check-
ups in communities, the dental surgeons were not involved in the planning or 
implementation of the program (WHO, 2008).  Thus, there is no proper 
evaluation to determine if the prevalence of oral diseases has decreased since 
the implementation of the program.  One proposal has suggested that Bhutan 
should “focus on prevention through infrastructure building, proper oral health 
system development, strengthening capacity and creating coalitions with other 
stakeholders” (WHO, 2008).   
 
Myanmar 
Interestingly, in Myanmar, dental education and clinic works tends to be 
individually oriented which implies that community and social dentistry needs to 
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be strengthened.  Due to the lack of social dentistry, there are only a small 
number of public health dentists who can organize and implement community 
oral health programs (WHO, 2008).   
The emphasis of the national oral health program should be on: i) 
increasing primary oral health services for the rural communities; ii) a national 
focus on health education, disease prevention, and the importance of basic oral 
health care; iii) a fluoride project in which there is a rise in affordable fluoride 
toothpaste; iv) “delivery of quality routine oral health care services by hospitals, 
urban health centers, and school health teams” (WHO, 2008).   
 
Nepal 
In Nepal, no dental council exists which could plan, implement and 
regulate the planning of any sort of education or developments in the oral health 
care of Nepali citizens (WHO, 2008).  Thus, there is no budget for oral care and 
research and no type of coordination that would monitor and evaluate the 
different oral health concerns of the country (UCLA, 2008).  In addition, dentists 
are distributed in the more urban areas as many are reluctant to work in rural 
areas (WHO, 2008).  Such issues imply that the nation needs to prioritize a 
national-level oral health campaign in order to improve oral health, further oral 
health education, promote issues like fluoridation, and prevent typical oral 
diseases found in third world areas like Nepal.   
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Sri Lanka 
There is no oral health policy in Sri Lanka as curative care is the type of 
health care found in the country (WHO, 2008).  It is imperative that Sri Lanka 
promotes general health in a preventative manner, address common risk factors, 
speak about prevention of oral diseases, and make preventative oral care 
accessible to all sorts of areas.  In addition, it should be a possibility that curative 
care is not the only sort of care practiced in Sri Lanka.  The dental team could 
practice both types in various areas which could promote better oral care for the 
population.  One target would be school children so that it could be promoted at a 
younger age. 
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DISCUSSION 
Suggested Format to Create an Oral Health Strategy in each Country of the 
SAR 
The countries of the SAR should individually meet with their own public 
health councils.  It is suggested that when the government and health 
department do meet, groups are formulated in order to get a broader consensus 
of the structure and content of the oral health strategy.  It is essential that the 
divided groups agree upon what are the risk factors and causes of the high 
prevalence of oral disease in the countries, the states, and the community levels.  
Then, it needs to be determined at what levels does action need to take place – 
individually, communally, nationally – and its provision.  Lastly, promotion, 
monitoring and evaluation also need to be considered as an essential part of the 
oral health strategy.   
 
Policy Framework for Suggested Oral Health Program in each Country of 
the SAR 
The late twentieth to early twenty-first century has seen a tremendous 
technologic advance in the dental field.  Unfortunately, this has not led to an 
improvement in the oral health status of many countries, especially in the SAR 
region.  Millions of people in these areas have not had the chance to experience 
the benefits of scientific advancements that could improve an individual’s quality 
of life and oral care.   
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The goal of the Oral Health Strategy for SAR is to build a healthy 
community that is knowledgeable about proper oral care and is active in 
maintaining a healthy life style while following through with attaining dental care.  
Thus, there are necessary guidelines that are essential to creating a good 
program (Table 7).  These guidelines should be a starting point for the SAR 
countries to build an effective, long-lasting oral health program.    
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Table 7.  Guidelines for the SAR Oral Health Strategy.  A set of guidelines 
needed in creating a proper and effective oral health policy for the SAR.  Table 
amended from WHO, 2008. 
 
1) Promoting a healthy lifestyle 
2) Reduce the risk factors in a community that affect oral health  
a. The risk factors may be social, environmental, behavioral 
or economical 
3) Reduce the prevalence of oral disease, especially in the rural 
communities 
4) Create an oral health policy that can integrate into both 
community and national levels  
5) Make oral health an essential part of childhood 
6) Create an oral health program that improves the oral health 
outcomes, which can be determined through evaluations 
7) Create an oral health program that is not a financial burden to 
many individuals as well as the community 
8) Create an oral health program that has the flexibility to consider 
an individual’s demands 
9) Train oral health professionals on the application of advance 
technologies but also teach the public health accountability of 
their profession.  Overall, make sure enough professionals are 
public health oriented 
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1) Promotion of a healthy lifestyle 
To prevent diseases implies the creation of a healthier lifestyle.  Thus, in 
order to prevent oral diseases, maintaining a healthy oral cavity is key.  
Individuals need to be proactive and take actions for themselves through proper 
diet and nutrition.  Alcohol consumption, poor diet, and tobacco use are a few of 
the factors that can cause disease in the oral cavity.  Ways to keep a healthy 
mouth are through regular, consistent brushings of the teeth and fluoride use 
through fluoridated toothpaste, fluoride varnish, fluoride mouthwash, and fluoride 
supplements.  Lack of access to fluoride has statistically shown to lead to dental 
caries and thus it is imperative that is included as an important part of a healthy 
lifestyle (Gupta, 2011).  If possible, having a community with fluoridated water 
would be ideal as it could serve all the residents regardless of any 
socioeconomic status.  Gingivitis occurs if there are not good personal oral 
hygiene practices, such as brushing and flossing.  Gingivitis can also eventually 
lead to advanced periodontal lesions.   
Health promotion requires the government to creatively combine various 
approaches that include taxation, legislation, and organizational change (UCLA, 
2008).  The government will need to create a safe, informative and supportive 
environment for the community in order to strengthen a community’s quality of 
health.  Though promoting a healthy lifestyle should be a national concern, it is 
more effective to change and promote on a smaller scale.  This would also be 
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more cost-efficient and allows the ideas to be influenced by the local customs, 
people, area, and resources.   
 
2) Reduce individual and communal risk factors of poor oral health 
In the SAR, high risk of oral disease is due to many socioeconomic factors 
such as poor education, poor living conditions, and cultural norms such as 
food and traditions.  These factors, as seen in Figure 8, generally lead to poor 
oral hygiene, poor dietary choices, tobacco use and alcohol use which are not 
always a direct cause of poor oral health but do affect quality of life.   
 Figure 8.  Peterson and WHO’s risk-factor approach for oral health 
outcome.  Peterson and WHO combined efforts to come up with this model 
to determine how risk factors affect the promotion of good oral health.  Figure 
adapted from WHO, 2002. 
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In addition, environmental risk factors include lack of access to clean water or 
a sanitary facility, communal way of living such as dirt roads.  Along with the 
socio-economic risk factors, environmental risk factors are an essential 
component of poor oral health, as seen in Figure 7.  Water is a necessity for a 
good life, good health, and proper food production for the world.  Yet, only 80% 
of the world’s population has access to safe drinking water and approximately 
only 60% of the population has proper sanitation.  The remaining 40% have poor 
sanitation, which is common in many third-world countries, such as the ones 
found in the SAR.  Poor sanitation affects one’s overall health as well as their 
oral health.   Thus, many communities in developing countries, like the SAR, find 
it challenging to develop an education program that promotes a healthy 
environment, better oral hygiene, and simple daily behaviors.  It is important that 
these communities create an effective program that not only educates about 
these topics but also about the importance of sanitation and the necessity for 
hygienic water because of its major effects on oral health (WHO, 2003). 
Such statistics and observations demonstrate the importance of reducing the 
risk factors that affect the oral health of an individual and population.  Alleviating 
even one risk factor can have a tremendous outcome for one’s oral health status 
and quality of life. 
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3) Reduce Prevalence of Oral Disease  
Many of the risk factors could be balanced by having accessible oral health 
services that promote primary healthcare and prevention.  Public health research 
has shown that preventative measures performed on an individual, profession, 
and communal basis are effective in preventing majority of oral diseases (Patrick, 
2006).  Unfortunately, many prevention tactics are not either affordable or 
available because of limited resources and increasing costs of products and 
technology (WHO, 2008).  This, along with the lack of knowledge about oral 
diseases, is a challenge for many of the countries in the SAR.  Oral care has to 
be fully integrated into national and communal health programs in order to 
reduce the prevalence of oral disease.    Health programs need to target specific 
high-risk populations along with improving access to preventative oral care.   
 
4) Create an Oral Health Program that can be communally and 
nationally integrated 
If time and resources are being used to create an oral health program, the 
program should be flexible in order to work on a communal level as well as a 
national level.  Though the exact workings do not have to be parallel, the 
promotional goals on a communal and national level should coincide.  In addition, 
having a strong national program can help bring awareness to many 
communities.   
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5) Make Oral Health an essential part of childhood 
Oral health education during childhood is essential to maintaining a good 
quality of life during the road to adulthood.  Learning proper oral health strategies 
at a young age will help lessen the risk of oral diseases as an adult.  In addition, 
having the proper oral care as a child will lessen the risk of caries, one of the 
most common chronic diseases in children (Edlestein, 2006).  One method to 
bring together a health professional and a child is by creating a dental home.  A 
dental home is a constant relationship between a dentist and the patient in which 
the oral care is always accessible and delivered in a family conscious manner 
(Promoting Oral Health, Bright Futures).  Creating a dental home will lessen the 
risk of developing caries from infancy to adolescence.  It can also ensure that as 
the child develops, they will be receiving the proper oral health education, 
preventative techniques, and the proper treatment for periodontal care.  A health 
care professional or adult family member can a Caries-Risk Assessment Tool 
(CAT) starting at the age of 1 to start determining oral risk at a young age to 
create the proper oral care plan for the individual child (Table 8).   
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Table 8.  The American Academy of Pediatric Dentistry Caries-Risk 
Assessment Tool (CAT)  Guide for dental coordinators to assess a child’s risk 
based off indicators.  Amended from Bright Futures: Promoting Oral Health 
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6) Create an oral health program that improves the oral health outcomes, 
which can be determined through evaluations 
It is important that there is room for improvement when creating a health 
program.  This allows for the flexibility of changing a program according to the 
community or country’s oral health dilemma at the moment.  Evaluations should 
be done every 6 months, the same period of time a recall should be, so that 
those in charge of the program can make adjustments if need be.  This will serve 
only to better the program, which will then help the resident’s overall oral health. 
As seen by this model set up by Petersen, it is essential that there are systemic 
evaluations of oral health systems.  From them, you can measure inputs, 
processes, outputs and outcomes (WHO, 2002).  Since oral health systems and 
scientific knowledge are rapidly changing, the evaluations allow the program 
coordinators and the government to have the appropriate tools and information to 
assess the challenges, strategies, design policy options and thus improve the 
outcome and performance of the oral health program (Figure 9). 
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Figure 9.  Peterson’s Oral Evaluation Model.  A way for the SA country to 
evaluate success of program.  Figure adapted from WHO, 2002. 
 
 
7) Create an oral health program that is not a financial burden to many 
individuals as well as the community 
One of the major reasons many individuals do not get oral care is because 
it is a financial burden.  It is important that the patients do not have to pay beyond 
their means because financing for oral health care greatly influences where and 
whether individuals receive care.  Those with private dental coverage or have the 
financial means to afford proper oral care or have private insurance are able to 
get the proper care necessary for overall good oral health.  However, those who 
lack such dental coverage or have limited finances are not able to get the care 
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needed to have adequate oral health and will always have a barrier to receiving 
that sort of care (National Academies, 2011).   
The oral health program will target those who have limited financials and 
thus it is imperative that funding is adequately resourced to help such a program.  
State and government funding towards oral health will have a big impact on what 
oral health services are available to those who lack it.  The funding will not only 
have to fund resources but also support dental schools to create more dental 
professionals, public health promotion and other additional financial incentives. 
 
8) Create an oral health program that has the flexibility to consider an 
individual’s demands 
It is essential that the program can fit an individual’s personal needs.  It does not 
need to be able to have all the necessary resources to help cure more advanced 
diseases but it should have resources to determine if a patient has the disease.  
This flexibility allows for the community to have better oral health as well, assess 
the problem’s found in individual communities, and help a person understand 
what their individual path to better oral health is.     
 
 
 
 
 38 
9) Train oral health professionals on the application of advance 
technologies but also teach the public health accountability of their 
profession.  Overall, make sure enough professionals are public health 
oriented  
Dentistry is a specific profession as it deals with the oral cavity.  In the 
past two decades, there has been considerable progress in the development of 
technology that is specific to the oral cavity.  It is important for the dental 
professional to keep up to date about technology as it is essential to be up to 
date in what is happening in the dental field as a whole.  However, the dentist 
has to also realize that these technologic advances are pricey for many low-
income individuals and thus has to view oral health issues as a public-health 
problem.  Significant oral issues, like periodontal disease, oral mucosal lesions, 
dental caries, oral manifestations of HIV/AIDS, noma, and oropharyngeal 
cancers are a very serious public-health issue.  It has a tremendous effect on an 
individual as well as a community due to the cause of pain and suffering, 
impairment of function, and a lower quality of living.  Generally, the 
disadvantaged or third-world populations bear the brunt of oral disease due to 
the lack of resources and finances available to them.  Many of the oral disease 
trends found in these communities are parallel to the living conditions, risk 
factors, oral health systems, and prevention programs in the area (WHO, 2008).    
Oral disease is the fourth most expensive disease to treat and in high-
income nations, this issue has been dealt with by the establishment of advanced 
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oral health services which treatment plans to patients.  Most establishments are 
based on care provided by private dental practitioners.  In many low-income 
countries, the investment into oral health care is very low and most funds are 
generally allocated to emergency care and pain relief.  Thus, when creating this 
program, the committee needs to train the professionals to be aware of the 
environment in which they are going to practice.  It is essential that the 
practitioner understands the public-health side of dentistry to properly treat the 
countries in this region.  
 
Target Areas in the Oral Health Program for the SAR 
 Diet and Oral Health 
Nutrition and diet are critical to oral health because it can both have an 
effect on craniofacial development, oral cancer, and oral infectious diseases 
(WHO, 2003).  Dental diseases related to diet include “dental caries, 
developmental defects of enamel, dental erosion and periodontal disease” 
(WHO, 2003).  In the SAR there are many who are malnourished due to nutrition 
deficiency and hunger.  Some of the more industrialized areas of SAR are also 
malnourished due to excess of the wrong diet.  These areas had rapid 
urbanization and economic development, which tends to result in a quick change 
in one’s daily diet and lifestyle.    
 It is important that the dental professional has an understanding of public 
health concerns facing their patient population because there are oral health 
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effects during development that can be caused by factors such as malnutrition.  
The dental professional and the program should promote nutritional counseling, 
especially for the excess consumption of sugar.  In many of the SA foods, there 
are mass amounts of sugar.  For instance, in the smokeless tobacco products, 
many of them are mixed with blocks of jaggery, or blocks of sugar, to give it a 
more flavorful taste.  It is key that this program advises on the benefits of 
decreasing the consumption of sugar because it is a major risk factor in dental 
caries.   
 
Tobacco and Oral Health 
 Tobacco use has increased in low-income countries, especially among 
young adults and females (Gupta, 2011).  Specifically, the prevalence of tobacco 
usage is found among those with low education and poor economic status.  
Tobacco use is a tremendous cause for many oral diseases in the SAR and is a 
global concern.  It is also a cause for premature death and several other 
diseases.  Traditional forms of tobacco use, such as cigar, cigarette, pipe, bidi 
smoking, betel quid chewing, guhtka, and more have many severe effects in the 
mouth.  The use of tobacco is a risk factor for severe diseases such as oral 
cancer, adult periodontal diseases and many congenital defects like cleft lip and 
palate.  This is due to tobacco suppressing the response of the immune system 
to oral infections.  This in turn will fully delay any possible healing after an oral 
accident or wound, affect the cardiovascular system, and will promote diabetics 
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to have periodontal degeneration.  When tobacco use affects the oral cavity, it 
has an effect on quality of life, such as halitosis or oral birth defects, cause 
periodontal disease and can impair wound healing.  In addition, when tobacco 
use is combined with alcohol or areca nut, the risks increase dramatically (WHO, 
2003).  Based on many population studies conducted by various organizations in 
Asia, the role of smokeless tobacco products, like betel quid, have shown oral 
leukoplakia and oral submucous fibrosis to be extremely potentially malignant in 
a chewer’s oral cavity (Trivedy, 2002). 
The consequences of tobacco are not limited to health detriments.  
Tobacco use can also affect users and their families as the user will use scarce 
family resources on tobacco products rather than food or necessary products.  
This in turn will lead to a worse quality of life for these families because the 
budget is tight and a small deviation from that can affect their health 
tremendously.  Efroymson and his colleagues demonstrated that if low-income 
people did not smoke then it is possible for 10.5 million people to no longer be 
malnourished in Bangladesh (Gupta, 2011).  Each tobacco user represents one 
or more people who are needlessly going hungry, whether is it themselves, their 
spouse or children (Gupta, 2011).  In 1986-87, the Indian national household 
expenditure determined that 2.5-4% of all household finances were meant for 
tobacco and paan.  This is a very high percentage for low income families and 
many times the purchase of tobacco is at the cost of a meal for the family.   
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 In addition to the financial burdens tobacco can cause, it also causes 
environmental pollution, which is another reason why this issue should be a 
target for the oral health campaign. 
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FUTURE WORK 
 
The improvements discussed are aimed at improving oral health in the 
SAR, has tremendous potential to grow.  Once each country meets and 
determines the risk factors in their country, the next steps are organic.   
Once the meetings have been set and guidelines for the program have been 
made, the program can get underway.  Some suggestions for programs using the 
guidelines would be an outreach oral health program and school health program.  
 
Outreach Health Program  
 The outreach health program would be implemented through a vehicle so 
that it can bring oral health education and oral health screening services directly 
to the various communities.  Bringing the care directly to the community is a 
guaranteed way to help reduce disparities.  These vehicle health programs can 
join forces with other local health services and hospitals to reach a mutual goal of 
accessible health care.  Since dialect is different in the various areas found in 
each SA country, it is important that the program members determine different 
methods of communication.  This is also a means for the program to develop into 
a national program as it takes into account the various means of communication 
in a country.  The upcoming program can be advertised through local 
newspapers and posters around town.   
  
 44 
School Health Program 
Another potential plan is to implement a school health program.  Childhood is a 
vital time to teach a child important skills and knowledge, such as how to keep a 
healthy oral cavity.  This is the time when a child will begin to develop important 
practices and attitude towards their health.  A school is a place to learn so to 
bring the program to a child’s school is an ideal platform.  This would allow the 
school to also possibly make health education a part of the curriculum. 
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CONCLUSION 
 
Cultural norms in the SAR have a significant impact on the overall oral 
health of the individual.  The countries within the SAR need to invest time into 
researching the oral health status of their nation as it could lead a better quality 
of life for its citizens.  Yet, not only does the government have to be made aware 
of the importance of oral health but also the citizens of the country as well.  
Better oral health can help a family retain better financial stability, reduce 
mortality rates, and foster a healthier environment for many.  Public 
accountability for oral health can be a force for change and national and local 
health communities’ commitment is essential.  This paper highlights the cultural 
aspects of the SA culture that deteriorate oral health, analyzes the target areas 
needed to be included in a health program and suggests ideas for future work.  
Good oral health should be enjoyed by all and the SA government and health 
department should work towards making that happen for its country. 
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